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Infant feeding is a complex behavior enacted in a risk adverse society. Despite ongoing 
communication and education strategies, breastfeeding rates in countries like Australia, the 
US, and the UK remain static, thus increasing the risk of short and long-term health 
problems. Health professionals and non-profit organizations recognize social marketing as an 
appropriate strategy for increasing breastfeeding duration since it addresses the shortfalls of 
education-only campaigns. Technology as an innovative alternative to mass media and 
education has the potential to reduce the social price of breastfeeding by assisting women to 
manage the identity and health risks associated with infant feeding. This paper reports 
findings from six focus groups that explored the risks associated with breastfeeding and the 
potential role of technology in ameliorating these risks.  A key finding of this research was 
that technology has the potential to negate the impact of perceived uncertainty and lack of 
control associated with breastfeeding. The results indicated that future breastfeeding 
campaigns that are innovative in their approach and use technology may be more effective in 
changing breastfeeding behavior. 
  









Failure to breastfeed can be considered risky behavior, both physically and emotionally. 
There are health risks for infants associated with not receiving breast milk, including 
increased infections, obesity, asthma, and diabetes. There are also risks to mothers’ identity, 
with breastfeeding associated with being a “good” mother and any other form of infant 
feeding synonymous with being a “bad” mother. Consequently, any approach endeavoring to 
increase the number of women who breastfeed, and how long they breastfeed for (the 
”breastfeeding duration problem”), needs to take into consideration both the minimization of 
health risks for infants and identity risk for mothers. Social marketing, as a targeted behavior 
change and behavior maintenance strategy that focuses on consumer insight offering ‘value’ 
and counteracting the competition, fulfils these criteria.  
 
There are three approaches to social change: education, law, and social marketing 
(Rothschild, 1999). Education and law are used extensively in the breastfeeding context, 
while social marketing has only recently been identified as a useful strategy. Legislation is 
useful to change the environments within which women have the opportunity to breastfeed, it 
cannot, however, be used to force mothers to engage in the behavior (Baker & Milligan, 
2008; Li et al., 2004). Current neo-liberal approaches that value the right of a woman to make 
personal choices regarding health also preclude punitive legislative approaches. Education 
campaigns have been the dominant approach to achieving voluntary behavior change in the 
breastfeeding context, however, they are only effective when awareness levels are low 
(Rothschild, 1999). Research has indicated that most women in developed countries such as 
Australia, the United States of America, and the United Kingdom, are fully cognizant of the 
benefits of breastfeeding (Mitra, Khoury, Hinton, & Carothers, 2004). Continuing with a 
education dominated strategy is therefore unlikely to encourage behavior change (Kukla, 
4 
 
2006). This lack of progress is evident when considering that, despite the growing number of 
and high levels of government expenditure on breastfeeding awareness campaigns, 
breastfeeding rates in most industrialized countries remain stubbornly static. Kukla (2006, p. 
162) argues, in the US context, that the ongoing search for more compelling breastfeeding 
messages “fails to examine or address the reason for this gap between message and 
behavior”. In this paper, we argue that approaches to preventing breastfeeding cessation or 
maintaining breastfeeding practices need to rely less on the message and more on reducing 
the risks of breastfeeding as experienced and perceived by women. A social marketing 
approach, therefore, that explicitly includes consideration of goods or services rather than a 
reliance on communication has the potential to increase positive breastfeeding behaviors. 
New, innovative approaches to support women during breastfeeding challenges are therefore 
required, including trialing alternative channels of support that move beyond standard face-
to-face expert advice given by health professionals. These new products and services also 
need to be re-conceptualized so that they are both cost-effective and personalized. In 
addressing the “breastfeeding duration problem”, this approach also requires a shift in the 
dominant paradigm, from child-centered approaches (that is “you are protecting your infant”) 
toward a mother-centered approach that is individualized, timely, and addresses the identity 
risk of mothers.  
 
Mobile technology (m-technology), including mobile phones (standard, iphone, and android), 
global positioning units, and tablet personal computers, can be harnessed to deliver 
innovative alternatives to the traditional mass media approach but is under-used in social 
marketing campaigns and has not been used at all in influencing breastfeeding behavior. This 
paper fills a gap in knowledge by exploring m-technology as an innovative alternative to the 
traditional mass media approaches currently used in breastfeeding social marketing 
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campaigns. Many traditional media campaigns frame mothers as the “problem” and use a 
fear-based approach to engender behavior change. In this paper, we argue that by 
understanding the perceived risks as experienced by women, m-technology could be used to 
mediate these risks and provide tangible support.   
 
An approach that positively supports breastfeeding behaviors is innovative because it 
suggests a pathway for a social marketing approach to breastfeeding that goes beyond just 
promoting the benefits of breastfeeding to embracing all elements of the marketing mix – 
product, price and place – to support actual breastfeeding experiences. Such approach offers 
an opportunity to create goods and services in a way that minimizes risk to both mothers and 
infants. However, in order to effectively tailor such a breastfeeding social marketing 
campaign, it is still unclear how women conceptualize this risk and whether technology 
would fulfill an active role in addressing this risk by supporting women’s infant feeding 
choices.  
 
This paper provides a qualitative evidence base to encourage government and non-
government organizations to be innovative in their breastfeeding social marketing campaigns. 
In positioning m-technology as a means to support women’s breastfeeding experiences, we 
discuss: the conceptualization of risk via contemporary social theory; the framing of 
breastfeeding as a problem; and the positioning of technology within this risk framework. We 
then address how a social marketing approach could innovatively ameliorate that risk in order 
to increase loyalty to breastfeeding behavior. Taking this lens to social marketing addresses a 
theoretical gap relating to the use of m-technology in reducing the cessation of complex 
desirable health behaviors. Specifically, we identify the risks of infant feeding, as perceived 
by mothers, and the innovative opportunities in social marketing for technology in 
6 
 
ameliorating these risks to achieve validation of infant feeding choice. The results also assist 
in potentially shifting behavior towards the breastfeeding gold standard – that is, extending 
the duration of breastfeeding to 6 months and more (World Health Organization, 2001). 
 
BREASTFEEDING IN A RISK SOCIETY 
Risk is an inherent part of the human condition; it has always been a part of everyday life - 
background noise to day-to-day activities that was not necessarily overt or within conscious 
thought. The key feature of the current epoch is that risk and its management now underpin 
all activity. So rather than being considered esoteric, occasional phenomena, risk has 
“entered deeply into our everyday lives” (Giddens, 1999, p. 52). Consequently, all facets of 
modern life are in some way governed by the assessment and concomitant reduction of risk at 
both a collective and an individual level (Beck, 1992; Giddens, 1991).  
 
Growing uncertainty, “unsafety”, unpredictability and ambivalence further characterize this 
notion of a “risk society” (Bauman, 1999). With contemporary life associated with the 
collapse of inherited norms, values, and customs, previously signposted by religion, family, 
tradition, and the like, individuals now experience dislocation, disintegration and 
disorientation. Health is one of the obvious areas in which individuals can act on themselves 
and indeed, in the current neo-liberal environments there has been a shift in blame – the 
individual is now held accountable. Individuals need to be self-reflective, self-regulating, and 
are required to make informed choices based on scientific fact in order to ensure a healthy life 
from womb to tomb (Coveney, 2006). Breastfeeding is one of those areas of health. 
 
Breastfeeding has benefits for both infant and mother and is recognized internationally as the 
ideal means to feed an infant. The World Health Organization (WHO) recommends exclusive 
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breastfeeding to six months of age with continuation until the child is two years old (World 
Health Organisation, 2001). In public health circles, exclusivity, where an infant only 
receives breast milk and no other fluids in the first six months of life, is privileged as the gold 
standard (Binns, 2003; World Health Organisation, 2001). Breastfeeding reduces the 
incidence of infant mortality, helps to prevent gastrointestinal, chest, ear, and urinary tract 
infections as well as allergies in young children (Horta, Bahl, Martines, & Victora, 2007). 
Breastfeeding  also decreases the risk of infants, children, and adolescents of being 
overweight or obese in childhood and into adulthood (Horta et al., 2007). Further, the life-
course approach contends that the in-utero environment and early feeding of infants plays a 
role in the later development of chronic disease (Godfrey, Gluckman, & Hanson, 2010). 
Increasing the number of women who breastfeed their infants up to six months of age and 
beyond is believed to have an important impact on the future health of the population. While 
breastfeeding is recognized as a national and international goal, the onus is clearly on women 
or specifically mothers to feed their infants in such as way that maximizes their infants’ 
potential and minimizes health risk.  
 
In Australia, breastfeeding monitoring is limited, but recent figures from the Longitudinal 
Study of Australian Children indicate that only 14% of infants were fully breastfed at six 
months (Australian Institute of Family Studies, 2008), that is, received breast milk and other 
fluids excluding formula. Other data indicates that less than half of Australian infants (48%) 
receive any breast milk and only 18% are exclusively breastfed at six months (Australian 
Bureau of Statistics, 2003, 2006). This falls far below the Australian Government’s 2003 
target of  50% of infants exclusively breastfed at 6 months (Queensland Health, 2003). These 
rates are reflected in other developed countries with the USA, Canada, New Zealand, and the 
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United Kingdom all having similar or lower exclusive breastfeeding rates (Organization for 
Economic Co-operation and Development, 2009).  
 
In this context, given that the majority of women start to breastfeed and that once stopped 
find it almost impossible to recommence, approaches need to be developed that maintain high 
levels of the behavior or that prevent its cessation. Although breastfeeding is a short-term 
behavior (according to WHO recommendations lasting up two years per child), the impact of 
social and cultural norms and the development of self-efficacy, after reflection, and the 
management of risk, are critical in influencing breastfeeding behavior.  
 
In this environment, the maternal body is particularly “risky”, in that women negotiate not 
only physical and nutritional risk, which extends to their children, but also identity risk. The 
moral and social responsibility that accompanies risk management means that mothering 
practices in the context of culturally legitimized norms account for “good” and “bad” mothers 
(Lee, 2008; Lee, Macvarish, & Bristow, 2010). Infant feeding, and its associated risk, thus 
becomes crucial to maternal identity, and women need to work hard to maintain their status 
as “good” mother regardless of feeding mode (Lee, 2008; Lee, Macvarish, & Bristow, 2010; 
Schmied & Lupton, 2001). For breastfeeding women who are perceived as responsible for 
themselves and their infants, the creation of an identity that revolves around infant feeding 
can result in anxiety, especially when their identities as mother are called into question. This 
occurs through challenges by media and community surveillance which questions their infant 
feeding choices and when they are unable to successfully breastfeed. Consequently, 
breastfeeding public health messages which focus on this identity, no matter how carefully 





Another key feature of the risk society is that consumers are required to become “experts of 
themselves” and are expected “to adopt an educated and knowledgeable position of self-care 
in respect to their bodies, their minds, their forms of conduct, and that of the members of their 
own families” (Rose, 1996, p. 59). This process of self-realization involves decision-making 
and risk appraisal in order to construct the self as a “responsible citizen” (Petersen, 1996, p. 
55), which, in this case, is “responsible mother” equating to “breastfeeding mother”. The net 
result of these processes is a proliferation of ”experts” because as Douglas (2001) proposes, 
“Experts cannot be experts of everything”, and as such, the more knowledge that is circulated 
about a field, the less agreement exists within that field. According to Douglas (2001,p. 146), 
“The more indiscriminately a sensitive topic is opened to debate, the more intractable it is 
bound to become. The more the technical aspects are opened up to non-experts, the less the 
hope of ever coming to a decision on policy.”  
 
In the case of breastfeeding, women are relying less on their own “expertise” and 
increasingly on external experts to ameliorate their risk. The onus lies with mothers to enter 
into partnerships, not only with public authorities and experts, but also with lay actors, in 
order to identify and learn how to minimize or eliminate risk (Knaak, 2010; Lupton, 1999). In 
the breastfeeding context, women who previously turned to family members now have to 
choose between an array of health professionals (doctors, midwives, lactation consultants, 
dieticians), peers and peer organizations, manufacturers of infant products, and others. This 
complexity results in key features of the risk society – that is, a heightened sense of 
uncertainty generated, in part, by the proliferation of experts and the evidence base from 
which they draw. These features, therefore, need to be taken into account when designing 





To date, marketing in the breastfeeding area in Australia has been largely limited to 
traditional media campaigns with tag lines such as: Breastfeeding: Every Month is a Bonus 
(Government of South Australia, 2010); 12months + on the Breast: Natural, Normal, Healthy 
(Queensland Health, 2010); and in the United Kingdom, Breastfeed: Be a Star (Breastfeed Be 
A Star, 2008). Some governments are exploring the integration of online support networks, 
such as Facebook and blogs, with more traditional access to written information (see for 
example, Ministry of Health: New Zealand, 2011). These media campaigns effectively 
publicize the recommendation of “experts”, creating an environment of “insiders” – 
breastfeeding mothers - and “outsiders” – those who do not breastfeed. These campaigns 
have effectively transformed a set of beliefs (albeit backed up by scientific evidence) into 
certainties, setting up the norms of judgment and shutting out the non-believers, who in this 
case are the formula-feeders. In this way, they create a level of certainty about what is and 
what is not acceptable behavior. The use of m-technology and other social media, however, 
enables both formula-feeders and breastfeeders, to access information from formal 
institutions and from informal, experiential accounts (such as women sharing their personal 
experiences of feeding) to validate their choices (either breastfeeding or other). These other 
sources subvert the certainty created by the campaigns and enable women to continue their 
respective behaviors with minimal risk to their maternal identity. 
 
 
PERSONAL TECHNOLOGY CONNECTIONS 
M-technology is increasingly used by consumers to extend and manage relationship 
connections with their selected “experts”, as well as to gather information and marketing 
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offers, anytime, anywhere, and to receive instant rewards. The speed of modernity promotes 
ever-increasing attempts to shore up ever-weaker social bonds. Elliott (2007, p. 50) remarks 
that “people now drift from one episodic encounter to the next, seeking to nail down a sense 
of identity – however provisional or fleeting…. reaching for mobile phones, addictively 
texting, surfing the Net, flitting from one chat room to another; speed dating, moving ever 
faster between relationships”. Yet, in an era of heightened risk perception and uncertainty 
there is a requirement for quantities of relationships – as long as there are enough people to 
call on in times of trouble, the quality is not necessarily important. The onus for the quality of 
the relationship falls back on the service and it becomes necessary to provide easy access to 
quality “point of purchase” or in this case “point of behavior” goods and services. 
 
It was decades ago that real-time conversational interaction at a distance, facilitated by 
landline telephones, dramatically changed how people lived their lives and shared intimacy at 
a distance (Hutchby, 2001). More recent changes, perhaps of a similar magnitude, offer 
mobilization not only of conversation, and style of communication (i.e., Short Message 
Service or SMS), but also an array of computer supported social interactions. For social 
marketers, this alternative mobile platform has the potential to influence peoples’ behavioral 
preferences and provide new modes of social support that exploit alternative connections 
between consumers, organizations, and resources that help behavior monitoring.  
 
The use of mobile phones as personal communication devices that reinforce bonds and 
sustain relationships between family and friends has been extensively researched by 
communication theorists and sociologists (e.g., Katz and Aakhus, 2002). In theorizing about 
the self, Turkle (2008) explains that the self is tethered to others through “always-on/always-
on-us” technologies. Our devices become a badge of our networks, and the self inhabits a 
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luminal space between the physically real and the “tethered self”. Tethering enables 
individual identity expression and includes the experience of network connections as both 
sustaining and constraining (e.g., the benefit and constraint of mobile ‘check-ins’). At the 
same time, the device opens users’ connections not only to friends, family, and colleagues, 
but also to websites, and human and machine based social networks. 
 
In considering the machine-human interaction network, Eckles’ (2007, p. 146) view of 
mobile persuasion is founded on this transformation of the self to a “tethered self”. He argues 
that mobile persuasion is embodied in a variety of experiences, not just symbolic persuasive 
messages. Furthermore, he suggests that mobile persuasive technologies create persuasive 
faculties – new senses and reasoning abilities that are designed to change attitudes and 
behaviors. For example, in Texting 4 Health, Fogg  (2009) proposes the view that the 
characteristics of mobile phones make them useful for delivering health related services 
because they are: personal (facilitate targeted, individualized applications); portable (always-
on/always-on-us); connected (human-2-human; human-2-machine; machine-2-human); and 
intelligent (handsets increasingly approximate micro-computers). Different social and health 
issues can be addressed by exploiting these unique characteristics. The mobile phone 
platform has previously been used to address issues such as weight management, physical 
activity, sexual health, and nutrition education. In terms of providing an evidence base for 
innovation in health, these new communication and self-monitoring technologies promise 
further insights into the documentation and understanding of complex health behaviors. 
Currently, however, there is little theoretical understanding of how consumers use these 




M-technology have a persuasive role in the private and intimate everyday lives of people, 
which situate such technology purposefully in a healthcare frame, fitting in with the risk 
society’s increasing focus on individual responsibility for health care outcomes. Health 
strategies, such as social marketing, that focus on behavior change and reinforcement are 
ideally suited to m-technology’s  mode of operation. Not all services, or health services, will 
or can migrate to the mobile platform. However, the mobile offers unique opportunities for 
“technology-enhanced social interactions” that promote positive health behaviors (Fogg, 
2007, p. 9). In outlining the promise of mobile persuasion, Fogg (2007, p. 5) claims mobile 
phones will “rule the persuasion universe” because they: have a heart (we love our mobile 
phones), a wristwatch (they are with us always), and a magic wand (these devices have many 
capabilities). 
 
In this paper, we use the context of breastfeeding to explore how women define and negotiate 
risk and how technology might be used to ameliorate that risk. We propose that innovative 
leveraging of m-technology, to support infant feeding, has the potential to bridge public-
private spaces, individualize strategies to enhance behavior maintenance or prevent behavior 
cessation and provide personalized support. Building an evidence base on consumer 
acceptance and risk perceptions will make an important contribution to social marketing 
practice, as marketers need new ideas and insights into women’s breastfeeding experiences 
and risk assessment so that they can more appropriately design marketing and technology 
solutions that support breastfeeding recommendations. 
 
METHODOLOGY 
Focus groups were used to collect data prior to the development of a mobile phone 
breastfeeding intervention. Women over the age of 18 years, who had been directly involved 
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in the feeding of infants, were recruited via childcare centers in and around Brisbane, located 
in south-east Queensland, Australia. Centers were purposively sampled to ensure a range of 
women from diverse socio-economic backgrounds took part in the study. Women from lower 
socioeconomic groups are typically difficult to access and childcare, due to the introduction 
of government subsidies in Australia, is now an affordable option for women from a range of 
backgrounds. Childcare centers were selected from low, medium, and high socioeconomic 
suburbs using the Socioeconomic Index for Advantage (SEIFA) (Australian Bureau of 
Statistics, 2008, p. 5). This index takes into consideration a range of factors including 
income, education, and home ownership to classify localities as advantaged or disadvantaged. 
Centers were offered a small financial donation, based on the number of women attending, 
for participating in recruitment and hosting the focus group.   
 
Prior to the commencement of the focus group, women were asked to complete the consent 
for participation and undertake a survey which collected demographic details and their use of 
mobile technologies. Each focus group took between 60 and 90 minutes and included 
questions related to women’s experiences of infant feeding, the social support networks they 
relied upon, their response to the current media campaigns around breastfeeding, and how 
they used mobile technologies. Each woman received a sample bag of appropriate items 
(approved by the Australian Breastfeeding Association) as a gift for participating. Forty-one 
women, from six childcare centers, participated in the focus groups. The women ranged from 
20 to 46 years old, and most had post high-school qualifications. Three of the source 
childcare centers were located in suburbs with low SEIFA scores (deciles 1-4), two were 
located in suburbs with moderate SEIFA scores (deciles 5-7), and one was located in a suburb 




Two of the researchers thematically analyzed qualitative responses using a grounded theory 
approach. The researchers attained agreement on divergent themes through an iterative 
process of negotiation. The analysis process began with the development of open coding, 
noting patterns and themes, and then moved to axial codes, identifying sub-categories, before 
moving to a process of selective coding, whereby core themes relating to risk and technology 
were specified (Liamputtong & Douglas, 2006). All names used for participants in this paper 
are pseudonyms. 
 
DISCUSSION: WOMENS’ CONCEPTUALIZATION OF RISK 
The women comprised three distinct groups: those who successfully breastfed, those who 
defaulted to formula feeding after unsuccessfully breastfeeding, and those who chose to 
formula feed. However, the themes relating to risk and technology transcended these 
behaviors and are, therefore, relevant to mothers regardless of the method of infant feeding. 
Specifically, the women saw technology as a modality that could potentially ameliorate risks 
associated with identity and infant feeding, as well as the risks associated with the more 
technical, practical aspects of breastfeeding. The use of technology appears to provide 
women with expanded choices for identifying, nominating and connecting with “experts” in 
both the health profession and the general community. The opinions expressed by women in 
the focus groups about technology also revealed that it also provides a means for the personal 
validation of choices.  
 
Identifying Risk in Breastfeeding 
Using risk as the primary framework, a number of key themes emerged from the focus 
groups, many of these revolved around identifying “experts” and the tension between 
different forms of expertise. Contributing to this quest for expertise were the concepts of 
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“choice” – breastfeeding feels like the only option; “truth” – breastfeeding is hard to do and it 
hurts; and “self worth” – if you cannot breastfeed then you have failed. These themes all 
interact with the women’s quest for certainty that can be used to argue a moral position that 
ensures the protection of identity by moderating risk, regardless of context. 
 
Identifying the Expert 
In identifying and managing risk, women needed to identify an array of experts. Women 
recognized many types of “experts”, with the two predominant ones being “health 
professional” and “mother”. In the focus groups, it was evident that women had internalized 
the “breast is best” message and was conscious of public surveillance over their infant 
feeding choices. The “breast is best” mantra was a strong backdrop against which women in 
the focus groups compared themselves and provided a rationale for their current behavior.  
 
As explication of the risk society shows us, “expert” knowledge needs to be drawn on in 
order for individuals to take responsibility for their own behavior and in this case the duty of 
care extends to their infants. In order to ensure they are undertaking the “right” behavior, 
women need to seek out experts. The internalization of breastfeeding as the preferred infant 
feeding method and the sense of failure for women unable to breastfeed were clearly evident 
in the experiences disclosed by women in the focus groups: 
 
I love bottle feeding, I really do, but I’m so envious of all of my friends 
because it tends to be that all the mothers I know and all of my friends happily 
breastfeed. And they just do it so naturally and… I just kind of…I do wonder 
and the thought does enter my mind, like what is wrong with me, why can’t I 




… breastfeeding is the best, these are best, these are best…of course we all 
know it’s the best, but I just couldn’t and then when my kids… stopped at 2… 
not even 3 months, again I felt like a failure you know. (Sally, Clontarf) 
 
Despite the clear socially sanctioned preference for breastfeeding, there was also 
acknowledgement that the public health message is an “opinion” and that there are 
other positions that could be equally valid. In other words, some of the women 
participating in the focus groups called into question the supremacy of the public 
health messages as the expert advice. 
 
So I think this whole sort of forcing a singular opinion – because it is you 
know… an opinion and there are lots of… differences with mothers with all of 
our different situations and I think we’re just judged so much of the time, just 
to put another judgment out there, another sort of scenario where it’s… good 
mum – bad mum. (Jane, Newmarket) 
 
Womens’ access to a range of experts, that could be deployed for a specific purpose 
and to a larger body of information means that women were cognizant of their 
choices. Any attempt to limit that choice was viewed negatively. It should be noted 
that most public health breastfeeding campaigns identify exclusive breastfeeding as 




So yeah the World Health Organization sticks in my head when I look at 
things like that and I’m not fond of them because they don’t give choice. They 
give dogmatic attitude as far as I’m concerned. (Lana, Newmarket) 
 
 
Despite the negative perception of the public health message, health professionals were still 
highly regarded as the “keepers of knowledge”, with women actively seeking out experts in 
the form of lactation consultants and midwives to assist them to breastfeed. Overwhelmingly, 
however, women were frustrated by the lack of certainty they offered. 
 
Every single midwife told me how to do it differently. Not one midwife could 
tell me how to latch on the same way as the one before. (Dana, Richlands)  
 
Women acknowledged that they actively sought out health professional advice, but 
given the lack of certainty, the relationship with such “experts” was tenuous and as a 
result, managing their breastfeeding behavior and ultimately their risk, was more 
difficult to enact. Trust is a positive expectation towards competence in cases of 
uncertainty and lack of control, where, in many cases, the seeker believes that 
“another has a duty to react in a certain way” (Meijboom, 2007, p. 237). The failure of 
“experts” to believe mothers when it came to their infants tested these bonds of trust 
and would often result in women seeking information from other sources. These 





I breastfed my little boy to 9 months, but he had really severe reflux right from 
the beginning…not crying though. Apparently it was very bad reflux, but he’s 
just a happy kid so… but he gained weight really badly because he was 
vomiting a lot and no-one would listen to me because reflux [is] normally just 
a little amount, but he would vomit his entire feed. But no-one would believe 
me unless he actually did it in front of them, which of course he never did. 
(Cathy, Richlands) 
 
I tried explaining to every nurse that would listen that my son didn’t feed… it 
took 3 months of expressing to get him to finally attach. He was acting like a 
34 week old baby. Told them the whole story…no-one would listen. They just 
wouldn’t listen; they wouldn’t get me a lactation consultant and I was just like 
you want to me to [breast] feed [and] you give me attitude when I say fine I’ll 
just put her on the bottle – [but] you’re not being consistent in helping me do 
what you want me to do. (Francis, Birkdale) 
 
The saliency of risk for these women is also noted, particularly when they were 
denied access to experts because they had not been identified as being “at risk”. 
 
It’s this thing like with the government… if you’re not a particular 
demographic which none of us fit into… second time you don’t get any help. 
Like I was told by the hospital, don’t bother going to your local child health 
place because you earn too much, they’re not interested in you, they’re 




Control and choice in breastfeeding 
The women recounted a variety of experiences related to breastfeeding. Some women 
perceived the decision to breastfeed as their own, and this was reinforced by 
significant others. Other women, however, described scenarios where they had lost 
control over the infant feeding decision.  
 
My mum’s a midwife… old school. She didn’t pressure me, she said you 
know it is your choice, but breastfeeding is best. (Debbie, Clontarf). 
 
She took my baby and gave him a bottle of milk without my permission, 
without my knowledge. She came back and said: “right, he should stop crying 
for a while”. I mean… I didn’t want that. I didn’t mind the sleep, but I mean I 
was going through all this effort pumping and everything else, and then to give 
him milk, it like totally defeated the purpose and I was [feeling] horrible. 
(Dana, Richlands)  
 
With women previously identifying the importance of a choice with respect to infant 
feeding methods, the perceived loss of choice has ramifications for women’s sense of 
identity, increasing the risks associated with being perceived as a “good” or “bad” 
mother. Removal of this choice, reduces the opportunities for women to demonstrate 
their position as a responsible citizen, in turn, creating self doubt and the increasing 
need to turn to identified experts (Petersen & Lupton, 1996).  
 
Thus, there is recognition amongst women that the “cost” of breastfeeding in terms of 
identity and infant health is high. When women perceive little choice and control over 
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feeding behavior, it is likely they will have reduced motivation towards breastfeeding.  
This reduced motivation in combination with a lack of perceived opportunity will 
reduce engagement with the behavior (Rothschild, 1999). Any social marketing 
campaign aiming to influence breastfeeding needs to consider the minimization of the 
social price of breastfeeding in order to make breastfeeding a more attractive option 
than formula feeding.  
 
Truth and the Reality of Breastfeeding 
The women clearly identified the gap between the idealized nature of breastfeeding, as 
presented in media communications and the reality. The women almost unanimously 
identified the experience of breastfeeding as painful in the first six weeks. The experts 
consistently denied this reality, reinforcing self-doubt by equating pain with failure. In other 
research, the linking of pain with failure reduces confidence and increases the likelihood of 
breastfeeding cessation (Dennis, 2006). 
 
They say that…they reckon it’s hurting because you’re doing wrong. That’s 
what they say to you. (Harriet, Richlands) 
 
Unfortunately, I was unsuccessful with breastfeeding, but I tried as hard as I 
could and it was the most painful thing I’ve ever done. But I’m really glad that 
I gave it a go and unfortunately, I didn’t have the milk. (Frances, Richlands) 
 
It always surprised me how, as everyone else has said, how difficult and how 
painful the breastfeeding process is and maybe people don’t want to tell prior 
because you know it will spoil the mystique of motherhood or something. But 
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you know… I think it is very important for new mothers who haven’t 
breastfeed before that they have someone there saying: “look it’s okay, it’s 
hard”. My sister-in-law is a midwife and she actually tried to breastfeed… and 
also had difficulties, and she said she thinks it really softened her up for her 
professional life having been there. (India, Richlands) 
 
Self and the Identification of Worth 
The women recognized any breastfeeding as the “gold standard” (rather than exclusive 
breastfeeding) not only for their infants, but also for themselves. The women have 
internalized the social norm, constantly monitoring themselves and aspiring to reach the 
ideal. In a risk society, the self is reflexive, a project that is never completed, ensuring a 
continued quest for self-improvement (Giddens, 1991). This being the case, the women used 
the language of perseverance and failure to describe their experiences. The intrinsic link 
between self worth and the failure to breastfeed creates heightened anxiety and potentially 
creates a vicious cycle whereby milk production decreases as stress increases (Lawrence & 
Pane, 2007). 
 
So I’ll try again next time… I’ll persevere. I think it’s worth a go, but I don’t 
think I’m any less of mother because I bottle fed him, as opposed to 
breastfeeding, but it would have nice…I tried [and] failed…people have no 
idea though…they don’t. (Barbara, Richlands, emphasis in bold added) 
 
I did feel a little bit sort of threatened by some things and not doing it right. I 




Using Technology to Ameliorate Risk 
Korthals and Komduur (2010) argue that citizens need strategies for dealing with or selecting 
between uncertainties to ameliorate risk and to validate an identity (in this case being 
considered a “good” mother regardless of the choice of infant feeding) in a constantly 
changing environment. Without any general tools or guidelines to deal with the process of 
selection between uncertainties, individuals are left undergoing constant ruminations that do 
not necessarily offer viable solutions. These ruminations include “consultations, 
deliberations, and exchange of stories or life narratives” (Korthals, 2008, p. 445). Technology 
assists in reducing uncertainty in two ways. Firstly, as a source of information and secondly, 
as an interactive support mechanism that allows the ruminations to take place (Lefebvre, 
2009). Technology assists in reducing risk by providing: personalized, controlled 
connectivity; validation of choices; and an increase in the number of experts identified as 
credible.  
 
Personalized, Controlled Connectivity 
Interactive technologies do not take the place of face-to-face relationships, but provide a 
useful adjunct which operates in a space that is not private nor wholly public. These 
technologies provide a safe inter-penetration of private and public, allowing the presence of 
others, “who see what we see and hear what we hear, to assure us of the reality of the world 
and ourselves” (Arendt, 1958, p. 50).  
 
The women are not required to publically admit guilt or failure in their interaction with these 
technologies, enabling them to retain a sense of self-worth and confidence. In addition, they 
can use the technologies to control the depth and frequency of the relationships between 
themselves and other “experts”. The women are in control of both sending and receiving 
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information, leading to the use of that information when and where appropriate. In describing 
their use of technology, the women discussed their ability to control their interactions. 
 
But I think the internet is my best friend… in the middle of the night… when 
you’re sad and sorry and everybody has their opinion about what you’re doing 
and how you are as a mother, you jump on the internet and you Google it, and 
then you read up and you just make an educated decision about the 
information that you have in front of you. (Frances, Richlands) 
 
But with a [text] message you know they’re going to get… like you know 
they’re going to get it eventually, whereas if you call them and they don’t 
answer you’ve got to leave a message…you don’t know if they’ll get the 
message. At least with a text, you know they’re going to get [it] eventually. 
(Rachael, Birkdale) 
 
I prefer texting than talking to someone. It’s easier to be brief. Yeah and you 
just say what you want to say. And I think it’s less intrusive as well… like if 
… I don’t know what my friends with kids are doing, I can send them a text to 
ask them a question. (Martha, Newmarket) 
 
Validation of Choice  
Tethering to technologies enables women to validate the choices they have made by 
providing wider, personally controlled access to “experts”. The technologies provide a public 
space in which the women can control the perception of their identity. The women are no 
longer “insiders” or “outsiders”, but rather, have equal access to support that is consistent 
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with the choices they have made, regardless of whether this choice is perceived to be within 
or outside their control. These three women describe accessing information, controlling the 
relationship, and being in a judgment-free zone as all benefits of using technology: 
 
All the information that I got my hands onto was through the internet. It’s 
basically just a friend’s word of mouth – just what my friends told me [about] 
their experiences, which were all happy and wonderful, and then just 
everything on the net… especially blogs, I read a lot of blogs so …just what 
other mothers say works. (India, Richlands)  
 
But that’s not confrontational. You can just go no I’ll reply later, you don’t 
have to reply until later, or you can delete and not reply, the power is left up to 
you. (Debbie, Birkdale) 
 
You can ask anything and that person is not going to laugh at you. (Karen, 
Clontarf) 
 
Credibility of Experts 
Technology also provides the women with the ability to  select which experts they give 
credence to in order to reinforce their identity expression (Rose, 1992). This ability to go 
beyond family, friends, and colleagues allows women to reclaim power over their choices. 
However, the women still require their “experts” to have some form of credibility, be it 
professional or experiential. This need to balance certainty and uncertainty from multiple 
sources has previously been identified by Korthals and Komduur (2008). In exploring the 
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possibility of using m-technology and texting as a primary support service, the women were 
able to articulate their need for source credibility. 
 
It would depend on the integrity of the organization. (Cathy, Richlands) 
 
Well I’m very process orientated, so I’d so want to know who was sending me 
the text message, what was the expectation, was there an expectation I’d 
respond or is it just good will towards me or… like if you knew something 
about the organization. (Tiffany, Richlands) 
 
So if I knew something about the organization, I would kind of want to 
know…as you said like the Australian Breastfeeding Association office is 
staffed by volunteers with their own views and whatever so…so I might have 
one response to getting texts from something like that as opposed to if it was a 
State funded health department initiative saying you know we’re going to be 
in touch with mums… so it would depend entirely on the context of the 
initiative and how it was funded and what the expectations were. (Candice, 
Richlands) 
 
IMPLICATIONS FOR SOCIAL MARKETING PRACTICE 
The use of technology in public health is an emerging area of practice and Lefevbre (2007) 
contends that the social nature of the media is reframing the connection with the consumer 
and creating an environment where the consumer can talk back. Online and mobile 
technologies are a vehicle of delivery or distribution, but they can also be used to address all 
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the elements of the marketing mix. Mobile phones, in particular, are an “always-on, two-way 
communication channel, a signal or cue for action, a resource of instant access to health 
information, a tool for social support…” (Lefebvre, 2009, p. 494). These two critical features 
– relevant information and support – are key challenges of breastfeeding that m-technology 
can be used to address. To date however, social marketers have done little to investigate the 
use of alternative, technology mediated service delivery channels to assist improving 
breastfeeding behavior. Evidence from this research indicates women are ready and interested 
in using m-technology to help them manage their infant feeding and specifically to assist with 
breastfeeding behaviors. Combine this consumer interest in technology solutions with the 
increasing costs associated with the provision of personalized face-to-face professional 
support service and women’s desires for judgment-free consultation, technologies such as 
text messaging campaigns, self-help apps and monitoring programs, and other social media 
solutions will be in demand. 
 
In other health areas, campaigns are embracing innovative approaches that exploit 
consumers’ desires to manage their health goals and engage with m-technology that 
helps them monitor their health challenges. To date, social marketers and health 
professionals involved in the management of women’s breastfeeding behaviors 
remain wedded to a reliance on standard mass media campaigns that fail to embrace 
the flexibility and creativity of marketing mix options which can deliver value to 
infant feeding mothers by using m-technology platforms. As breastfeeding rates are 
static and below recommended international and national standards, it is imperative 





Social marketers can exploit women’s interests in m-technology as a means of 
engaging a new exchange relationship, based on designing engaging mobile 
experiences that encourage, support, and empower women to manage their own health 
and that of their children within a neo-liberal, risk society context. Taking this 
approach to the ”breastfeeding duration problem” also gives social marketers an new 
opportunity to engage with women in a positive marketing exchange and potentially 
opens an opportunity to development empowering, longer-term relationships. For 
example, a government health department might leverage a SMS campaign that 
focuses on supporting breastfeeding choices, with a healthy nutrition smart phone 
app. In opting-into this campaign, women could choose to retain membership as their 
children develop and use the connection as an important channel for communicating 
with experts for advice and information. Taking this view to technology addresses a 
central goal of social marketing; that is, to engage in marketing exchanges that create 
sustainable, long term relationships that have social value. 
 
CONCLUSION 
This paper has provided evidence of how women perceive the “risks” associated with 
breastfeeding and their use of experts to ameliorate this risk. It has also highlighted that in the 
current risk society, technology that facilitates the building of social relationships has the 
potential to manipulate the marketing mix in innovative ways. 
 
Breastfeeding is an exemplar of a desirable, relatively short-term behavior where there are 
imperatives for the continuation of that behavior for the long-term and where behavior 
cessation could have significant ramifications. Other examples could include safe sex, 
healthy eating, and recycling, although these behaviors are potentially more long-term in their 
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reach. Breastfeeding is unique however, in that once stopped, it cannot usually be 
recommenced and thus, there is a small window in which influence can be exerted. Social 
marketers can use this knowledge to develop technologically driven services that offer 
support for maintaining complex behaviors, while reducing social price. That is, the ready 
accessibility of m-technology provides immediate access to services and social support in a 
convenient manner that the recipient can control and personalize. Finally, the technology not 
only provides the service, but also facilitates the promotion of the service. Leveraging 
technology to facilitate behavior change therefore has implications for all aspects of the 
marketing mix. 
 
This paper provides a clear evidence base for the development and implementation of m-
technology in addressing breastfeeding behaviors. If campaigns are going to resonate with 
women, they need to reduce the social price of breastfeeding rather than polarize them into a 
particular infant feeding position which they feel impelled to justify. Technology promises to 
deliver this with the ability to position the product (experts) in such a way that the 
relationship is controlled by the recipient and that privacy is maintained. Women do not have 
to admit failure nor do they need to be embarrassed by a public admission of being unable to 
perform an act considered universally to be “natural”. The price for breastfeeding becomes 
much more attractive.  
 
In bringing together social theory, social marketing, and public health nutrition, we have 
demonstrated that m-technology will be essential to ensure that all women can establish and 
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